SERGEANT S., aged 35, came under my care at the Royal Herbert Hospital in August, 1918, with the following history: Partially deaf since 4 years of age. Right ear discharged all his life, left ear discharged for nine years.
little pus. Temperature was normal.
He had a milder attack of this type one year previously, but no vomiting, and a fortnight previous to August, 1918 , was admitted to another military hospital for giddiness and " head symptoms," which were first suspected of being early cerebro-spinal meningitis.
As his temperature and pulse remained normal throughout the attack, I refrained from any surgical interference. He improved steadily and was able to get up and walk in ten days. He was then anxious to know if I could cure him by an operation, but I discouraged this on account of the recent inflammatory activity in the posterior labyrinth.
He has reported at intervals since and a month ago he put the following questions, on which I should like the opinion of the members :--(1) With his ear condition would it be safe for him to invest all his earnings in a watchmaker's business? (He is a working watchmaker, and if anything happened to him the business would be useless to support his wife and family.)
(2) Would an operation make him safe, and would I recommend it ? Present condition (left ear): Scarring of the tympanic membrane with a mass of granulation tissue in the posterior part of the attic. There is very little discharge. Hearing: He cannot distinguish whispered words close to ear. Equilibration: No unsteadiness on standing with eyes shut. Caloric test: Water at tap temperature:
There was a definite response after the use of 2i pints. Rotatory vestibular nystagmus was induced. Fistula test: This was not elicited. (As this is often masked in the presence of polypi or granulation tissue I do not attach much importance to its being negative.)
DISCUSSION.
Mr. C. E. WEST: The evidence in Mr. O'Malley's case points to the patient having an irritated labyrinth, possibly a locally inflamed labyrinth. And probably resolution of the labyrinth infection has taken place. I think it is a typical case for the radical mastoid operation without further extension of the procedure. If at the operation a fistula is found, I should be tempted to curette away the granulations in the neighbourhood, and not to operate on the labyrinth.
Mr. SYDNEY SCOTT: Is Mr. O'Malley justified in calling this a case of labyrinthitis ? I do not find any evidence of labyrinthitis in his notes; on the contrary, he points out that caloric and rotation tests give normal reactions. If we may presume that these tests were applied with the head upright they would certainly indicate that the superior as well as the horizontal canal was normal, which is against labyrinthitis. Vertigo and nystagmius even in the presence of middle-ear suppuration, certainly do not necessarily indicate the presence of any inflammatory intralabyrinthine process. We meet with such symptoms even in non-suppurating cases, and can sometimes induce vertigo and nystagmus by altering the tension in the normal middle ear. Recently I described a case showing how vertigo and rotatory nystagmus and forced movements of head and limbs were caused 'merely by suddenly altering the tension in the middle ear.' Moreover, the direction of the nystagmus was dependent upon whether the tension was increased or diminished. For these reasons I would not regard Mr. O'Malley's description as one of true labyrinthitis. I should agree to limit operative treatment to the middle ear as Mr. West suggests.
The PRESIDENT: On examining the man with the tuning fork I noticed that his bone conduction was quite full, and this to some extent confirms what Mr. Scott and Mr. West have said-viz., that the labyrinth was not seriously involved. I also agree with what has been said about the radical mastoid operation: there is no need to carry the procedure further than that.
Mr. O'MALLEY (in reply): I never at any time contemplated doing more than a radical mastoid operation on the patient. But I thought it would be useful if the meeting would discuss the questions I have put down. I feel he had some inflammation in the posterior part of the labyrinth when I saw him, because there was no greater reaction in his middle ear than there is now.
Vomiting persisted for forty-eight hours, and I do not see a cause for that unless the posterior labyrinth was involved in an inflammatory attack, which I called circumscribed. A radical mastoid operation was what I intend doing, but I cannot guarantee it will make him absolutely safe, though it will remove his focus of disease in the attic region.
Case of Labyrinthectomy.
Miss H., aged 27, came under my care at the Royal Ear Hospital, in September, 1913, complaining of severe giddiness and inability to carry on her employment as a clerk in the City. Right ear: There was total loss of the membrane and malleus. The foramen rotundum, promontory and process of incus attached to the stapes were easily discernible. There was practically no inflammatory activity or pus present. Hearing was almost extinct. Left ear: Membrane intact and hearing good.
In November, 1913, I performed a radical mastoid operation and found a fistula in the external semicircular canal. Her condition did not improve, and in January, 1914, I did a labyrinthectomy. Her improvement was slow during the healing process, which lasted about two months. She then went away for change of air for some weeks and returned to business feeling quite able to carry on. The aiif raids upset her eighteen months ago, but beyond this she has been quite well since. As one rarely sees a case of this type at any of the meetings, T thought it might interest members to see this patient.
Mr. LAWSON WHALE: Will Mr. O'Malley explain the technique he employed, as there are so many operations performed under the name of labyrinthectomy ?
Mr. O'MALLEY (in reply): The patient was in a very wretched condition when she came to me in the end of 1913, and was uncertain in her movements when walking in the street, and consequently she had to stay away from business. Her giddiness and spontaneous nystagmus were very manifest. After trying palliative treatment for a time, I decided on a radical mastoid operation, and then I found a fistula in the semicircular canal. I waited to see how she went on, but as she became worse I decided to open the labyrinth. I did
